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Influenza B Virus Outbreak on a Cruise Ship — Northern Europe, 2000 


During June 23—July 5, 2000, an outbreak of respiratory illnesses occurred on the MS 
Rotterdam (Holland America Line & Windstar Cruises) during a 12-day Baltic cruise from 
the United Kingdom to Germany via Russia. The ship carried 1311 passengers, primarily 
from the United States, and 506 crew members from many countries. Although results of 
rapid viral testing for influenza A and B viruses were negative, immunofluorescence 
staining and viral culture results implicated influenza B virus infection as the cause of the 
outbreak. This report summarizes the findings of the outbreak investigation conducted 
by the ship’s medical department and describes the measures taken to control the out 
break. Travelers at high risk for complications of influenza who were not vaccinated with 
influenza vaccine during the preceding fall or winter should consider receiving influenza 
vaccine before travel with large tourist groups at any time of year or to certain regions of 
the world. 

On June 26, nine crew members presented to the ship's infirmary with cough, sore 
throat, and fever >100.0 F (237.8 C ). All had developed symptoms during the preceding 
24 hours. Oropharyngeal specimens from two crew members were tested by a commer- 
cial rapid influenza diagnostic test designed to detect both influenza A and B viruses but 
not to distinguish between them. Although test results were negative, three crew mem- 
bers with high fevers were started on rimantadine therapy for clinically suspected influ 
enza A infection. 

To characterize and control the suspected outbreak among crew members, ship’s 
medical staff implemented a respiratory illness protocol that included surveillance for 
cases of respiratory illness. A case of acute respiratory illness (ARI) was defined as 
cough or sore throat. influenza-like illness (ILI), a subset of ARI cases, was defined as ARI 
with fever >100.0 F (237.8 C) or self-reported feverishness. Active surveillance was 
initiated among crew members. Supervisors on each work shift observed and asked 
crew members about symptoms of influenza and required any crew member with symp 
toms to report to the ship’s infirmary for evaluation. Crew members with confirmed ILI 
were relieved of duty and placed in cabin isolation either alone or with other ill crew 
members. Passive surveillance was initiated among passengers and identified any pas- 
senger who presented to the ship’s infirmary with respiratory illness. Acommercial rapid 
influenza diagnostic test, designed to detect both influenza A and B viruses but not to 
distinguish between them, was used selectively to assist in diagnosis. Medical and demo 
graphic information, including country of residence, cabin number, and crew duties (if 
applicable), was collected from ill patients. 
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By June 29, 38 crew members and 26 passengers had been seen in the infirmary for 
ARI; of these, 32 (84%) crew members and 11 (42%) passengers had ILI. Eight crew 
members were tested by rapid influenza diagnostic testing; all had negative results 
Because the etiology of crew respiratory illnesses remained uncertain, four symptom 
atic crew members disembarked in Stockholm, Sweden, for medical evaluation that 
ncluded testing of nasopharyngeal specimens by immunofluorescence stain ng and vi 
ral culture. Two of four nasopharyngeal specimens tested positive for influenza B virus 
f 


by immunofluorescence staining; one of 


the two specimens also was positive by culture 
Neither of the two crew members diagnosed with influenza B virus infection had been 
tested using the rapid influenza diagnostic test. On the basis of immunofluorescence 
results, crew members on rimantadine therapy, which is effective only against influenza 

fection, were advised to discontinue their medication. Oseltamivir, an antiviral agent 
that is effective against both influenza A and B infection, was sent to the ship for treat 

f ill crew members and passengers 

A total of 64 (13%) crew members and 54 (4 passengers were identified with ARI 
juring the cruise. Of 63 crew members and 54 passengers with ARI for whom clinical 
nformation was known, 45 (71%) and 25 (46 respectively, also had ILI (Figure 1). The 
median age of ill crew members was 32 years (range: 21-56 years) and of passengers, 
68 years (range: 7-85 years). By cross-referencing crew duties, cabin locations of ill crew 
members and passengers, and dates of illness, medical staff identified the potential 
ndex case-patient as a 78-year-old U.S. passenger who boarded the ship ill with uncon 
firmed ILI after visiting London. She remained in her cabin except for occasional meals 
and did not seek medical attention until the fifth day of the cruise (June 28). Two of the 13 
crew members with ILI, who were seen in the infirmary on June 25 and 26, were her 
cabin and dining room stewards. Both had worked, socialized, or shared cabins with 
other crew members who became ill. Surveillance among passengers and crew mem 
bers was continued during the subsequent cruise and showed a decrease in the number 

ARI and ILI cases 
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Editorial Note: The findings of this investigation implicated influenza B virus as the cause 


of a respiratory illness outbreak onboard a cruise ship. Although the results of rapid viral 
testing for influenza A and B viruses were negative, influenza B infection was confirmed 
by viral culture and immunofluorescence antibody testing in two crew members 
Aithough these tests were not performed on passengers, epidemiologic evidence 
suggested that respiratory illness cases among crew members and passengers were 


1 and that ani 


relatec ll passenger might have transmitted infection to crew members 
Rapid viral diagnostic testing for influenza can be useful for patient management and 
nfluenza outbreak control. However, these tests are not as accurate in detecting infiu 
enza infection as viral culture (7 ). If an influenza outbreak is suspected, nasopharyngeal 
specimens should be collected simultaneously for rapid viral tests and viral isolation 
Viral isolation is essential for identifying new or unusual strains of influenza and for 


selecting influenza vaccine strains 
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FIGURE 1. Acute respiratory illness (ARI) and influenza-like illness (ILI) among crew 

members and passengers, by infirmary visit date — MS Rotterdam, June 23-July 5, 
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Influenza A outbreaks have been reported on cruise ships sailing in the Northern 
Hemisphere during the summer, but influenza B outbreaks have not been documented 
(2-7 ). Early suspicion of a potential influenza outbreak among crew members and rapid 
implementation of a respiratory illness control protocol probably limited the size of the 
outbreak. Key elements of the protocol included 1) implementation of active and passive 
surveillance using standard case definitions; 2) use of targeted rapid influenza diagnostic 
testing and viral cultures to confirm cases of influenza virus infection; 3) isolation of all 
crew members meeting the ILI case definition or those with confirmed influenza; 4) use of 
antiviral agents for treatment and, if indicated, for prophylaxis; and 5) monitoring of 
intervention results (8). 
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through the food chain. The U.S. population primarily is exposed to methylmercury by 
eating fish. Methylmercury exposures to women of childbearing age are of great con 
cern because a fetus is highly susceptible to adverse effects. This report presents pre- 
liminary estimates of blood and hair Hg levels from the 1999 National Health and Nutri- 
tion Examination Survey (NHANES 1999) and compares them with a recent toxicologic 
review by the National Research Council (NRC). The findings suggest that Hg levels in 
young children and women of childbearing age generally are below those considered 
hazardous. These preliminary estimates show that approximately 10% of women have 
Hg levels within one tenth of potentially hazardous levels indicating a narrow margin of 
safety for some women and supporting efforts to reduce methylmercury exposure. 

CDC’s NHANES is a continuous survey of the health and nutritional status of the U.S. 
civilian, noninstitutionalized population with each year of data constituting a representa 
tive population sample. A household interview and a physical examination were con- 
ducted for each survey participant. During the physical examination, blood was collected 
by venipuncture for all persons aged >1 year and hair samples, consisting of approxi- 
mately 100 strands, were cut from the occipital position of the head of children aged 1-5 
years and women aged 16-49 years. Whole blood specimens were analyzed for total Hg 
and inorganic Hg for children aged 1-5 years and women aged 16-49 years by auto- 
mated cold vapor atomic absorption spectrophotometry in CDC’s trace elements labora 
tory. The detection limit was 0.2 parts per billion (ppb) for total Hg and 0.4 ppb for inor- 
ganic Hg (4). Hairs of 0.6 inches (1.5 cm) closest to the scalp (approximately 1 month's 
growth) were analyzed for total Hg concentration using cold vapor atomic fluorescence 
spectroscopy (5). The limit of detection for total Hg in hair varied by analytic batch; the 
maximum limit of detection (0.1 parts per million [ppm]) was used in these analyses. 
Blood Hg levels less than the limit of detection were assigned a value equal to the 
detection limit divided by the square root of two for calculation of geometric mean val 
ues 

The geometric mean total blood Hg concentration for all women aged 16-49 years 
and children aged 1-5 years was 1.2 ppb and 0.3 ppb, respectively; the 90th percentile of 
blood Hg for women and children was 6.2 ppb and 1.4 ppb, respectively (Table 1). Almost 
all inorganic Hg levels were undetectable; therefore, these measures indicate blood 


TABLE 1. Selected percentiles and geometric means of blood and hair mercury 
(Hg) concentrations for children aged 1-5 years and women aged 16-49 years — 
National Health and Nutrition Examination Survey, United States, 1999 





Geometric Selected percentiles (95% Ci*) 
No. mean (95% Cl) 10th 25th 75th 








Blood Hg 
hildren 248 0.3 (0.2-0.4 LO LOD 
Nomer 1 2 1 0.5 (0.4-0.7 
LOD 
<LOD 





* Confidence interval 
Parts per billion 
Limit of detection 
* Parts per million 
* Not calculated. Proportion <LOD too high to t 
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methylmercury levels. The 90th percentile of hair Hg for women and children was 1.4 
ppm and 0.4 ppm, respectively. Geometric mean values were not calculated for hair Hg 
values 
Reported by: Center for Food Safety and Applied Nutrition, Food and Drug Administration. US 
Environmental Protection Agency. National Energy Technology Laboratory, Dept of Energy 
National Marine Fisheries Laboratory, National Oceanic and Atmospheric Administration 
National Center for Health Statistics; National Center for Environmental Health, CDC. 
Editorial Note: The NHANES1999 blood and hair Hg data are the first nationally 
representative human tissue measures of the U.S. population's exposure to Hg. Previous 
estimates of methylmercury exposure in the general population were based on exposure 
models using fish tissue Hg concentrations and dietary recall survey data (7). The NRC 
review provided guidance to the Environmental Protection Agency (EPA) for developing 
an exposure reference dose for methylmercury (i.e., an estimated daily exposure that 
probably is free of risk for adverse effects over the course of a person’s life) (3). The 
NRC report recommended statistical modeling of results from an epidemiologic study 
conducted in the Faroe Islands near Iceland, where methylmercury exposures are high 
because of the large amount of seafood eaten by the local population. Results of this 
study were used to calculate a benchmark dose (BMD), an estimate of a methylmercury 
exposure in utero associated with an increase in the prevalence of abnormal scores on 
cognitive function tests in children. The lower 95% confidence limit of the BMD (BMDL*) 
was recommended to calculate the EPA reference dose. The NRC committee 
recommended a BMDL of 58 ppb Hg in cord blood (corresponding to 12 ppm Hg in 
maternal hair) (3). Inthe NHANES 1999 sample, there were no measurements of blood 
values >58 ppb or hair values >12 ppm. A margin-of-exposure analysis (i.e., an evaluation 
of the ratio of BMDL to estimated population exposure levels) showed ratios of <10 
when comparing BMDL with NHANES 1999 estimates of the 90th percentile for blood 
and hair Hg levels in women of childbearing age. Margin-of-exposure measures of this 
magnitude indicate a narrow margin of safety (3) and suggest that efforts aimed at 
decreasing human exposure to methylmercury should continue 

The findings in this study are subject to at least three limitations. First, the ratio of Hg 
in cord and maternal blood is uncertain. The NRC committee summarized some studies 
that suggest that cord blood values may be 20%-30% higher than corresponding mater 
nal blood levels. However, other studies suggest that the ratio is closer to 1:1 (3); there 
fore, the NHANES values may not be directly comparable to BMDL recommended by 
NRC. Second, NHANES cannot provide estimates of Hg exposure in certain highly ex 
posed groups (e.g., subsistence fishermen and others who eat large amounts of fish). 
Published data from studies of highly exposed U.S. populations indicated that some 
persons attain Hg tissue levels above BMDL (7 ). Third, the sample size of NHANES 1999 
was small and the 1999 survey was conducted in only 12 locations. More data are 
needed to confirm these findings. 


*A BMD of 85 ppb Hg in cord blood or 17 ppm Hg in maternal hair was estimated to result in 

an increase in the proportion of abnormal scores on the Boston Naming Test for children 
exposed in utero from an estimated background prevalence of 5% to a prevalence of 10% 
(6). BMDL recommended by NRC is the lower 95% confidence bound of the BMD 
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The long-term strategy for reducing exposure to Hg is to lower concentrations of Hg 
in fish by limiting Hg releases into the atmosphere from burning mercury-containing fuel 
and waste and from other industrial processes. On the basis of data from EPA's National 
Toxics Inventory, air emissions of Hg decreased approximately 21% during 1990-1996, 
largely because of regulations for waste incineration (7). EPA expects this trend to con 
tinue as regulations are implemented for waste incineration and chlorine production 
facilities and are developed for electric power utilities (8,9). Fish is high in protein and 
nutrients and low in saturated fatty acids and cholesterol and should be considered an 
important part of the diet. The short-term strategy to reduce Hg exposure is to eat fish 
with low Hg levels and to avoid or to moderate intake of fish with high Hg levels. State 
based fish advisories and bans identify fish species contaminated by Hg and their loca 
tions and provide safety advice (http://www.epa.gov/ost/fish'). The Food and Drug 
Administration advises that pregnant women and those who may become pregnant 
should not eat shark, swordfish, king mackerel, and tile fish known to contain 
elevated levels of methylmercury. Information is available at http://www.fda.gov/bbs 
topics/ANSWERS/2001/advisory.html 

U.S. population estimates of Hg tissue levels by race/ethnicity, region, and fish con 
sumption will become available after 2 additional years of NHANES data collection 
NHANES will provide the opportunity to measure tissue Hg levels and to monitor the 
effectiveness of continuing efforts to reduce methylmercury exposure in the U.S. popu 
lation 
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In 1988, the World Health Assembly of the World Health Organization (WHO) 
resolved to eradicate poliomyelitis globally by 2000. During the same year, the Eastern 
Mediterranean Region* (EMR) of WHO passed a resolution to join the global initiative 
Since then, substantial progress has been made worldwide and in EMR member coun 

1,2). Afghanistan, with ongoing civil conflict, initiated polio eradication activities in 

Since then, a countrywide surveillance system for acute flaccid paralysis (AFP) 
was established and National Immunization Days (NIDs)' were implemented (3). This 
report summarizes the achievements toward polio eradication in Afghanistan during 


1999-2000 


Routine Vaccination 
In 1996, an estimated 30% of infants aged <1 year had received three doses of oral 
poliovirus vaccine (OPV) (3). In 1998, a review of the Expanded Program on Immuniza 
tion (EPI) documented wide variations in vaccination coverage by geographic area; lev 
Is were particularly low in the north as a result of civil conflict. In 1999, EPI acceleration 
ImMpaigns provided vaccinations to 82,000 unvaccinated children aged <2 years. In 
2000, a comprehensive 5-year plan was drafted to set targets and strategies for the 


oming years 


Supplemental OPV Vaccination 
During 1994-1996, supplemental vaccination activities against polio began with 


mult 


vaccine subnational campaigns that delivered diphtheria and tetanus toxoids and 
pertussis vaccine, OPV, and measles vaccine to children aged <5 years. NIDs using OPV 
were initiated during April-May 1997, and since have been conducted annually. High 
coverage was achieved during four NID rounds in 1999 and another four in 2000 (Table 1) 
)f 330 districts in Afghanistan, 325 were reached during the fall 1999 NIDs. During the 
spring 2000 NIDs, all districts were reached except two north of the capital (Kabul) where 
most of the population had left the area because of ongoing civil conflict. Supplemental 
accination activities in Afghanistan have been coordinated with neighboring countries 
particularly lran and Pakistan. Because surveillance data indicate that Afghanistan and 
Pakistan are one epidemiologic block, supplemental campaigns have been conducted 

multaneously in both countries when possible. Since the fall of 1999, careful district 
evel NID planning and well-supervised house-to-house vaccination have led to incre 
mental improvements in the quality and coverage of each NID 


AFP Surveillance 

1997, 37 AFP sentinel reporting sites were established. Since then, surveillance 
has expanded to 234 sites with emphasis on areas with high population density. In 2000 
Afghanistan exceeded the WHO established target for a nonpolio AFP rate indicative of 
sensitive surveillance (i.e., >1.0 per 100,000 population aged <15 years) with a rate of 1.2 
Table 1). During 1999-2000, the number of AFP cases increased from 230 to 253, and the 
number of wild polioviruses isolated from AFP cases decreased from 63 to 28 (Figure 1). The 


iti, Egypt, Libya, Morocco, Somalia, Sudan, and Tunisia in northern and eastern Africa 
Bahrain, Kuwait, Oman, Qatar, Saudi Arabia, United Arab Emirates, and Yemen in the Arabian 
peninsula; Iraq, Jordan, Lebanon, Syria, and the Palestinian National Authority in the Middle 
East; Afghanistan, Iran, and Pakistan in Asia; and Cyprus 

Mass campaigns over a short period (days to weeks) in which two doses of OPV are 


j 


administered to al 


*Djib 


| children in the target group (usually aged 0-4 years), regardless of 
vaccination history, with an interval of 4-6 weeks between doses 
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TABLE 1. Acute flaccid paralysis (AFP) surveillance and National Immunization 
Day (NID)* coverage — Afghanistan, 1999 and 2000 





Surveillance indicators NID round 1999 2000 
AFP cases 230 253 
Nonpolio AFP rate 0.66 1.22 


Confirmed poliomyelitis cases 150 103 





Confirmed wild poliovirus cases 63 28 
Percentage of persons with AFP 
with adequate stool samples 53 50 
hildren vaccinated | 4,026,094 155,049 


5 

4,293,368 5,250,648 

3 4,610,861 5,704,009 
4 4,220,681 5 


761,400 





* Mass campaigns over a short period (days to weeks) in which two doses of oral poliovirus 
vaccine are administered to all children in the target group (usually aged 0-4 years), regard 
vaccination history, with an interval of 4-6 weeks between doses 
if nonpolio AFP case-patients per 100,000 population aged <15 years 
Two stool specimens, collected 24 to 48 hours apart within 14 days of onset of paralysis, that 


arrive in the taboratory in good conaition 


FIGURE 1. Location of poliomyelitis cases* confirmed through wild poliovirus isolation 
— Afghanistan, 2000' 














* n=28 
As of February 26, 2001 
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National Institute of Health (NIH), Islamabad, Pakistan, has provided laboratory support 
for the Afghanistan program. All stool specimens are flown from Afghanistan to 
Islamabad on United Nations’ flights and transported to the NIH laboratory 

A remaining challenge is the timely collection of adequate stool specimens’ from AFP 
case-patients. In 2000, 50% of AFP cases reported nationally had adequate stool speci 
mens, which was substantially short of the WHO target of 80%. This low level is partly the 
result of AFP being identified late in patients’ illness, which precludes the collection of 
stool specimens soon after paralysis onset. Intensified efforts are being made to improve 
surveillance quality by the immediate investigation of all AFP cases and weekly active 


surveillance visits to major hospitals and shrines 


Editorial Note: Although polio remains endemic in Afghanistan, progress during 1999 
2000 demonstrates that key strategies can be implemented successfully in countries 
experiencing internal strife. During 1999-2000, the nonpolio AFP rate almost doubled 
and the number of districts reached by NIDs increased steadily. Careful planning and 
supervision of house-to-house vaccination and support from an increasing number of 
ocal partners resulted in the largest number of children ever being reached. Monitoring 
by nongovernment organizations, United Nations’ agencies, and local authorities has 
ncreased the quality of NIDs. During the spring 2000, the days of tranquility were 
respected by all warring factions and their local commanders, greatly facilitating the 
implementation of NiIDs 

Civil conflict, massive population shifts (returning refugees and traditional nomadi 
movements), a drought, rebuilding the public health infrastructure, geographic barriers 
extreme climate, and the need to access areas that can be reached only by several days 
travel on muleback are some of the obstacles facing eradication efforts in Afghanistan 
Until 2000, negotiated cease-fires and days of tranquility agreements during NIDs had 
been only partly successful. Cessation of polio vaccination activities in mid-1997 in north 
ern Afghanistan as a result of ongoing conflict may have facilitated the large polio out 
break that occurred in Kunduz province in 1999 (4 ) 


Innovative measures and local peace initiatives will continue to be needed to create 


opportunities for reaching and vaccinating isolated populations. Afghanistan is prepar 
ng the implementation of five NID rounds in 2001. Plans are being developed to conduct 


focal mass campaigns in large, high-risk areas during the summer of 2001. Improved and 


timely stool specimen collection from AFP case-patients will be necessary to obtain data 
for targeting these campaigns and eliminating the last reservoirs of poliovirus circula 
tion. Meeting these challenges will require the continued support of polio eradication 


« 
partners 


ol specimens collected 24 to 48 hours apart within 14 days of onset of paralysis that 
arrive in the laboratory in good condition 

* Polio eradication in Afghanistan is supported by the national government. External support 
provided by global polio eradication partners, including Rotary International, United 

Nations Children’s Fund (UNICEF), WHO, the governments of the United States, Great 

Britain, Denmark, Norway, Netherlands, Sweden, Luxemburg, Germany, and the European 

Community 
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Public Health Dispatch 


Outbreak of Poliomyelitis — Dominican Republic and Haiti, 2000-2001 


During July 12, 2000-February 8, 2001, 12 laboratory-confirmed poliomyelitis cases 
attributed to vaccine-derived poliovirus type 1 were identified in the Dominican Republic 
(7). Of these, 11 (92%) case-patients were aged <6 years (range: 9 months-14 years), 
and the date of paralysis onset of the last case was January 2, 2001. All case-patients 
were inadequately vaccinated or unvaccinated. In Haiti, one confirmed polio case attrib- 
uted to vaccine-derived type 1 poliovirus was reported in an unvaccinated child aged 2 
years with paralysis onset on August 30, 2000. As of February 21, 33 acute flaccid 
paralysis (AFP) cases from the Dominican Republic and three AFP cases from Haiti were 
pending final classification 

Extensive control efforts are under way. The Dominican Republic held nationwide 
mass vaccination campaigns with oral poliovirus vaccine (OPV) in December 2000 and 
February 2001, with a third round planned for April 2007. All children aged <5 years are 
being targeted, with approximately 1.2 million OPV doses given in the first campaign. 
AFP surveillance has been strengthened with intensification of active case-finding and 
weekly reporting. Haiti has initiated regional OPV campaigns to be conducted approxi 
mately every 2 months. 

Travelers to the Dominican Republic and Haiti who are not vaccinated adequately are 
at risk for polio. All travelers should be vaccinated against polio according to national 
vaccination policies (2 )*. 

Reported by: Ministry of Health, Pan American Health Organization, Santo Domingo, Domini 
can Republic. Ministry of Health, Pan American Health Organization, Port-au-Prince, Haiti 
Caribbean Epidemiology Center Laboratory, Pan American Health Organization, Trinidad and 
Tobago. Div of Vaccines and Immunization, Pan American Health Organization, Washington, 
DC. Respiratory and Enteric Viruses Br, Div of Viral and Rickettsial Diseases, National Center for 


Infectious Diseases; Vaccine Preventable Disease Eradication Div, National Immunization 
Program, CDC. 


*Recommendations for children in the United States include a 4-dose vaccination series with 

inactivated poliovirus vaccine (IPV) at ages 2, 4, 6-18 months, and 4-6 years. Unvaccinated 
adults should receive three doses of IPV, the first two doses at intervals of 4-8 weeks and 
the third dose 6-12 months after the second. If three doses cannot be administered within 
the recommended intervals before protection is needed, alternative schedules are proposed 
For incompletely vaccinated persons, additional IPV doses are recommended to complete a 
series. Booster doses of IPV may be considered for persons who previously have completed 
a primary series of polio vaccination and who may be traveling to areas where polio is 
endemic 
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Notice to Readers 
International Course in Applied Epidemiology 


CDC and Emory University’s Rollins School of Public Health will co-sponsor a course, 
during September 


International Course in Applied Epidemiology 
n Atlanta, Georgia. This basic course in epidemiology is directed at public health profes 
sionals from countries other than the United States 
The course’s content includes presentations and discussions of epidemiologic prin 


ciples, basic statistical analysis, public health surveillance, field investigations, surveys 
ind sampling, and discussions of the epidemiologic aspects of current major public health 
problems in international health. Included are small group discussions of epidemiologic 
ase exercises based on field investigations. Participants are encouraged to give a short 
presentation reviewing some epidemiologic data from their own country. Computer train 
ing using Epi Info 2000 (Windows® version), a software program developed at CDC and 
the World Health Organization for epidemiologists, is included. Prerequisites are famil 
iarity with the vocabulary and principles of basic epidemiology or completion of CDC’s 
2001; late registration deadline is 


Room 


Principles of Epidemiology” home-study course (SS3030) or equivalent. Preference will 
be given to applicants whose work involves priority public health problems in inter 
Y i yf f 


national health. Early registration deadline is June 
School of Public Health, International Health Dept.(PIA), 1518 Clifton Road N.E 
I7O7 
iZi 


September 1, 2001. There is a tuition charge 
Additional information and applications are available from Emory University, Rollins 
4590; World-Wide Web 


146, Atlanta, GA 30322; telephone (404) 727-3485; fax (404) 
www.sph.emory.edu/EPICOURSES*; or e-mail pvaleri@sph.emory.edu 
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Notice to Readers 


Introduction to Public Health Surveillance Course 


CDC and Emory University’s Rollins School of Public Health will co-sponsor a course, 
“Introduction to Public Health Surveillance” during June 18-22, 2001, in Atlanta, Geor 
gia. The course is designed for state and local public health professionals. 

The course will provide practicing public health professionals with the theoretical and 
practical tools necessary to design, implement, and evaluate effective surveillance pro 
grams. Topics include overview and history of surveillance systems; planning consider 
ations; sources and collection of data; analysis, interpretation, and communication of 
data; surveillance systems technology; ethics and legalities; state and local concerns; 
and future considerations. There is a tuition charge 

Deadline for application is May 4. Additional information and applications are avail- 
able from Emory University, International Health Dept.(PIA), 1518 Clifton Road N.E., Room 
746, Atlanta, GA 30322; telephone (404) 727-3485; fax (404) 727-4590; or World-Wide 
Web site, http://www.sph.emory.edu/EPICOURSES*; or e-mail pvaleri@sph.emory.edu. 


*References to sites of non-CDC organizations on the World-Wide Web are provided as a 
service to MMWA readers and do not constitute or imply endorsement of these organizations 
or their programs by CDC or the U.S. Department of Health and Human Services. CDC is not 
responsible for the content of pages found at these sites 


Erratum: Vol. 50, No. 7 


In the article, “Prevalence of Disabilities and Associated Health Conditions Among 
Adults—United States, 1999,” in the first full paragraph on page 121 in the sentence that 
begins “Of the total percentage of disabilities, 63% occurred among working adults,” the 
age range should read “aged 18-64” years. 
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FIGURE |. Selected notifiable disease reports, United States, comparison of 
provisional 4-week totals ending February 24, 2001, with historical data 
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TABLE |. Summary of provisional cases of selected notifiable diseases, 
United States, cumulative, week ending February 24, 2001 (8th Week) 
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TABLE Il. Provisional cases of selected notifiable diseases, United States, 
weeks ending February 24, 2001, and February 26, 2000 (8th Week) 
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TABLE Il. (Cont'd) Provisional cases of selected notifiable diseases, United States, 
weeks ending February 24, 2001, and February 26, 2000 (8th Week) 
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TABLE Il. (Cont'd) Provisional cases of selected notifiable diseases, United States, 


weeks ending February 24, 2001, and February 26, 2000 (8th Week) 
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TABLE Il. (Cont'd) Provisional cases of selected notifiable diseases, United States, 
weeks ending February 24, 2001, and February 26, 2000 (8th Week) 

Shigellosis* Syphilis 

NETSS PHLS (Primary & Secondary) Tuberculosis 


Cum Cum Cum Cum Cum Cum Cum Cum 
Reporting Area 2001 











2000 2001 2000 2001 2000 2001 2000 


f STATES 1 176 2.043 61 1,181 584 910 688 1,294 
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TABLE Ill. Provisional cases of selected notifiable diseases preventable 


by vaccination, United States, weeks endin 
and February 26, 2000 (8th 
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February 24, 2001, 
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TABLE Ill. (Cont'd) Provisional cases of selected notifiable diseases preventable 
by vaccination, United States, weeks ending February 24, 2001, 
and February 26, 2000 (8th Week) 
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TABLE IV. Deaths in 122 U.S. cities,* week ending 
February 24, 2001 (8th Week) 


All Causes, By Age (Years All Causes, By Age (Years) 
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